INTRODUCTION
Bullying or peer victimisation among schoolchildren is endemic. 1 Recent media coverage including national campaigns and social networking sites within the United Kingdom have focused on the issue and brought it into the public domain. Its extent is further highlighted by the finding that between 1997 and 1998, 17% of all calls received by Childline were related to bullying. 2 Bullying has been defined as 'a specific form of aggressive behaviour' 3 and can be described as a situation when a student 'is exposed repeatedly and over time, to negative actions on the part of one or more students'. 3 Negative actions can be classified as direct or indirect forms of aggression that cause harm to the victim. 4 The definition of bullying has been reported to vary according to the age of the child, 5 between teachers and adolescents 6, 7 and due to variations
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participants, cultural differences, variation in the translation of bullying, the time frame used to determine the frequency of bullying and the different criteria used to differentiate between victims and nonvictims of bullying.
9
In the UK, three large sample crosssectional studies have investigated peer victimisation in school-aged children. Boulton and Underwood 10 reported that 26% of eight-and nine-year-olds are bullied 'sometimes or more often' and 10% are bullied 'several times a week'. Within the 11-to 12-year-old age group, 15% are bullied 'sometimes or more often' and 2% 'several times a week'. Whitney and Smith 11 reported that 27% of eight-to 11-year-olds are 'bullied sometimes' and 10% 'bullied at least once a week' . In children aged between 11 and 16 years, 10% are 'bullied sometimes' and 4% 'bullied at least once a week'.
Salmon and co-workers 12 reported 4.2% of adolescents aged between 12 and 17 years as being bullied 'sometimes or more often'. It is evident that the incidence of bullying reduces with increasing age. Olweus 3 suggested that with increasing psychological and physiological development children become less vulnerable and less tolerant of aggressive behaviour. However, bullying should not be viewed as 'an accepted part of a child's normal development' and 'transient' in nature.
• Children with an untreated malocclusion appear to be at greater risk of bullying.
• Management of bullying due to the presence of a malocclusion should involve school anti-bullying policies and referral to medical and dental specialties.
I N B R I E F PRACTICE GENDER DIFFERENCES AND TYPE AND LOCATION OF BULLYING
Both male and female children can be exposed to direct and indirect forms of bullying. The literature suggests there are gender differences in the frequency of bullying. It has been reported that males tend to be bullied more than females 19, 20 but this is not universal. 9, 10, 22 Subtle variations exist: males are more likely to endure direct forms of aggression such as physical attacks, but in contrast females are exposed to more indirect types such as spreading rumours, gossiping and isolation. 3, 10, 15 The prevalence of indirect aggression is possibly underestimated due to the failure of both individuals and teachers to recognise it as a form of bullying. 6, 7 The most common form of direct aggression is verbal abuse comprising of name-calling. 9 , 10 Fekkes and co-workers 22 reported the frequency of name calling at 30.9%, followed by spreading rumours at 24.8% and physical forms such as kicking and pushing at 14.7%. Within the school environment the playground is the most common location for bullying to occur. Glew and co-workers 16 reported the locations and frequency of bullying as: playground (71%), classroom (46%), gym classes (40%), lunchroom (39%), in halls and stairways (33%) and on the buses (28%).
Both at school and at home children can freely communicate with each other via various multimedia applications and devices. Recently, the concept of 'cyberbullying' has been documented. Smith and co-workers 23 reported the prevalence of cyberbullying at 14.1% within the UK; it usually takes the form of written messages or images, sent via mobile phones or instant messages.
CAN VICTIMS AND BULLIES BE IDENTIFIED?
Currently there are no accepted psychological profiles or accurate assessments to identify bullies and victims. 24 However, certain personality traits have been associated with both categories. Victims have been found to be anxious, insecure, cautious, sensitive and quiet, to appear weak and withdrawn and to have low selfesteem. Within social interactions victims often take on a submissive role and show a lack of assertiveness. 25 Although these traits may have resulted from persistent victimisation, they could have acted as the stimulus for the initial onset of bullying. 25 This reinforces the concept of a 'victim' personality, which remains with the individual despite changes in the social situation. 26 In contrast, bullies tend to be aggressive towards peers and adults and physically strong with good or inflated self-esteem, the need to dominate others and a positive attitude towards violence. Long-term bullies tend to develop both social and behavioural problems including psychiatric symptoms and involvement in crime and alcohol abuse. 
WHAT ARE THE EFFECTS OF BULLYING?
Peer victimisation among school children can result in both physical and psychological symptoms (Table 2) . Academic performance may also suffer as a result. 16 Reported detrimental effects also include an increased rate of suicidal ideations, suicidal risk and self-injurious behaviour within students subjected to peer victimisation. 29 The long-term effects of bullying have also been investigated. The victims of bullying are more likely to remain anxious and depressed. 30 In particular, bullied females are at a higher risk of developing mental health problems. This finding was supported by Rigby, 31 who postulated that this was related to the increased frequency of indirect bullying experienced by females compared to males. The psychological effects of peer victimisation in school-aged children can continue during the transition to senior school 31 and into adulthood. Longitudinal investigation of children who were seriously bullied at age 11 revealed the persistence of low self-esteem and depression as young adults. 
INTERVENTIONS FOR THE BULLIED CHILD
Peer victimisation within a school environment is a complex process of social interaction between parents, peer groups and teachers. 32 The primary objective is to modify behaviour and the environment between these three groups of individuals. 39 It has been suggested that peer group influence plays an important role in developing and maintaining bullying behaviour. 24 Active intervention of bystanders to prevent bullying incidents is an effective method in eliminating and denying bullies their audience and dominance.
THE ROLE OF THE CLINICIAN
It is reasonable to assume that clinicians will encounter children who are experiencing bullying at school; the question remains as to what course of action should be taken. Lyznicki and co-workers 24 suggested the clinician's role involves: 1. Identifying children at risk 2. Counselling families 3. Screening for psychiatric co-morbidities 4. Advocation for prevention.
Identification of at-risk children can be difficult. Certain personality traits are common in either victims or bullies; however, care should be taken to avoid stereotyping children into groups. Unexplained physical and psychological symptoms and behavioural changes may be the initial presentation of peer victimisation. If a child admits that he/she is being bullied, it is critical that the child be believed and reassured that they have done the right thing to report it. 24, 40 Parents of bullied children should be counselled and informed of the severity and possible consequences of bullying. They should be encouraged to contact the school and speak to teachers, the headteacher or governors regarding the situation and request action is taken. Further information regarding bullying aimed at schoolchildren and their parents can be freely obtained from specialised organisations (Table 3 ) and the Department for Education website. 41 If psychological symptoms such as depression and anxiety are evident then a referral for a psychological assessment should be requested after liaising with the patient's general medical practitioner. For dental care practitioners clear guidance is lacking; however, any intervention should be focused primarily on the school environment and instigation of anti-bullying policies but may involve other specialties (Table 4) .
DENTOFACIAL AESTHETICS AND BULLYING
Facial appearance has a unique role in society. 42 Deviation of normal dentofacial aesthetics can affect an individual's psychosocial status and result in social disadvantage. 43 It is generally assumed that an individual with poor dentofacial aesthetics will have low self-esteem 42 and elicit an unfavourable response from society. However, this response is unpredictable.
Since 1999 it has become a legal requirement for all schools within the UK to have an anti-bullying policy in place. 33 In the early 1990s the Olweus antibullying programme was developed in Bergen, Norway. 3 It is based on the assumption that peer victimisation is a specific behaviour aimed at gaining particular social outcomes such as dominance or status among peers. This behaviour is reinforced by inactive bystanders, that is, peer groups and the lack of deterrent from adults and peers. The programme's aims include: creation of a social environment with clear rules against bullying behaviour, increasing awareness of bullying, adult supervision during scheduled breaks, providing support and protection for individuals who are bullied and encouraging active participation by teachers, peers and parents to resolve bully/victim incidents. In the UK, the Department for Schools and Education's anti-bullying pack 'Don't suffer in silence: an antibullying pack for schools' 34 was created following the findings reported by Smith and Sharp 35 and adapted from the Olweus anti-bullying programme.
School-based anti-bullying programmes have been shown to be effective. Olweus 3 reported a 50% reduction in students being bullied 'now and then' or more frequently. In addition, there was a decrease in the number of reported new victim cases. Smith and Sharp 35 and Fekkes and coworkers 36 reported 15-20% and 25% reductions in bullying incidents respectively as a result of anti-bullying programmes. Longitudinal assessments of anti-bullying programmes demonstrate a positive effect overall and improvement in student academic achievements. 37 Anti-bullying measures can also incorporate peer support systems 38 and peer group modification techniques, 39 which aim to improve interpersonal relationships between students. These systems consist of students mentoring and befriending individuals, conflict resolution and counselling. Adults and teachers maintain a supportive and supervisory role. Naylor and Cowie 38 reported that although peer support systems do not reduce bullying behaviour, they are effective at combating the negative effects of peer victimisation.
Peer group modification aims to focus on students who are not directly involved in Table 4 Interventions for dental care professionals
Primary intervention
Recognise and record that child has reported being bullied Ask child to keep diary of events Inform of websites and support groups (Table 3) Ask patient's parents to contact school and inform form tutor, head teacher or school nurse. Should ask for bullying claims to be investigated and anti-bullying polices instigated.
Secondary intervention
If psychological and physical symptoms are present (Table 2) consider referral to patient's GMP.
Referral to GDP or orthodontist if dental appearance is related to bullying episodes.
Macgregor suggested that severe facial disfigurement evokes feelings of sympathy and compassion but milder disfigurements result in ridicule and teasing, creating greater psychological distress in these individuals. 44 More importantly, background facial attractiveness appears to be more influential than the individual's dental appearance. 45 Shaw and co-workers 46 also commented that features such as height and weight can be targeted during teasing. The face is an important communication tool, often portraying an individual's emotions and level of self-image. 44 Modern society is driven by the need to conform to ideals; perceived dentofacial aesthetics can influence both opinions formed of an individual by peers and adults and the perception of an individual's personality. 45, 47 Interestingly, negative biases regarding profile can be inferred at age 10-11 years. 48 Individuals with normal incisor alignment are regarded as more desirable as friends, attractive, intelligent, of higher social class and less aggressive in comparison with individuals with a malocclusion. 45, 47, 49 Individuals with high levels of facial attractiveness also elicit a more favourable response from society compared to those with low levels. 42, 47 In addition, the importance of having good dentofacial appearance is recognised as important in making friends, career progression and dating. 50 The relationship between malocclusion and psychosocial well-being is complex. Particular dental characteristics have been identified that increase the risk of teasing, resulting in disruption of normal psychological development. These include maxillary crowding, an increased overjet and deep overbite. 46, 51, 52 Additional dental features include dentoalveolar trauma, 53 absent teeth 54 and cleft lip with or without cleft palate. 55 Peer victimisation and bullying is deemed a negative response from society. The question remains, is there a relationship between malocclusion and being bullied during adolescence and what are its effects? This question was recently investigated by Seehra and co-workers. 56 In this cross-sectional study a cohort of children aged between 10 and 14 years with an untreated malocclusion were given questionnaires which measured the selfreported frequency and severity of bullying, the individual's self-esteem and oral health-related quality of life. Orthodontic treatment need and malocclusion severity were assessed using IOTN. In this study the reported prevalence of bullying in adolescents with a malocclusion was reported at 12.8% and was significantly associated with a Class II Div 1 incisor relationship, increased overbite, increased overjet and a high need for orthodontic treatment. Being bullied due to the presence of a malocclusion resulted in a significant negative impact on both self-esteem and oral health-related quality of life. It is apparent that these individuals are deserving of intervention, but is orthodontic treatment the answer? Historically, orthodontic appliances are reported to attract comments such as 'metal mouth' and 'scaffolding', resulting in potential worsening of the teasing. 57 However, further research is still required to determine the impact of interceptive orthodontic treatment and subsequent psychosocial benefit in bullied adolescents with a malocclusion. It may be prudent in such cases to warn patients that treatment may be beneficial but may not totally eliminate the situation, as other factors could be involved.
It is clear that a complex relationship exists between the presence of a malocclusion, bullying, self-esteem and oral healthrelated quality of life. The self-perception of dentofacial aesthetics has been reported to have a greater effect on self-esteem and self-concept. 58 However, evidence suggests that a malocclusion can have a negative impact on both an individual's self-esteem 59 and oral health-related quality of life. 60 In bullied individuals it may be the case that a clear cause-and-effect relationship is not present and that a combination of factors act synergistically to cause a negative impact on an individual's psychosocial wellbeing. 56 Currently the severity and need of orthodontic treatment within the UK is judged on occlusal and aesthetic impairment without consideration of psychosocial factors. It may be the case that the latter should be incorporated into current and future indices or at least considered, despite limitations of validation and reproducibility.
SUMMARY
Tolerance of bullying in school-aged children should not be accepted in whatever form it occurs. Dawkins 40 suggested that 'to ignore bullying is to condemn children to further misery and may prejudice their academic achievements and adjustment in adult life' . Clinicians should be aware that children with a malocclusion could be subjected to persistent peer victimisation, resulting in a negative impact on both their self-esteem and oral health-related quality of life. In this situation referral for orthodontic assessment and treatment should be considered.
